Cas report
A 47 year old toolmarker presented in 1982 with a two day history of bilateral pleuritic pain. He was not breathless and had no cough. For three weeks he had noted mild diarrhoea, weight loss, and malaise. A clinical and radiological diagnosis of ankylosing spondylitis had been made in 1964 but his joint disease had been quiescent for 18 years, requiring only occasional non-steroidal antiinflammatory drugs. Recurrent episodes of uveitis had resulted in impaired visual acuity. At the age of 10 years the patient had been in contact with tuberculosis; a tuberculin test had given a positive result and he was not given BCG. He had been otherwise well.
On examination his temperature was 38°C there was dullness to percussion at both lung bases and bilateral pleural rubs were available. Spinal movements were severely restricted in all directions but there were no other abnormal findings. The chest radiograph showed small bilateral pleural effusions. Radiographs of the patient's hands showed juxta-articular erosions and those of his spine showed spondylitis and obliteration of the sacroiliac joints. Laboratory investigations showed: haemoglobin concentration 9-8 g/dl, white cell count 19-1 x 10/1, (neutrophils 13-4, lymphocytes 4.5), erythrocyte sedimentation rate 80 mm in one hour. Concentrations of urea electrolytes, glucose, and uric acid and the results of liver function tests were normal; the albumin concentration was 18 gll, calcium 2-04 mmol/l, (8-2 mg/100 ml) IgG 22 5 g/l (IgA and IgM were normal). 
